INTRODUCTION
Ophthalmology is unusual amongst hospital-based specialties, in that many departments offer an open access service for patients with acute eye problems. Such eye casualty departments provide a primary care service in parallel to that offered by general practitioners (GPs) and A&E departments. While the caseload and activity of dedicated eye casualty departments have been the subject of some scrutiny,' -3 only recently has attention been given to the ophthalmological role of A&E departments.45
Direct comparison between such studies is made difficult by the varying locations of the study centres with the associated variations in population. A recent study6 has examined eye cases presenting to either GPs or to the local eye casualty department within a defined urban area. However, this study made no reference to attendances at A&E departments.
The published studies have largely emphasized the demographic and diagnostic features of patients presenting to each institution. For A&E departments, between 2.7 and 6.1 % of new patients were found to have an eye-related problem and of these between 65 and 71% of cases were managed without referral to an ophthalmologist. 4 Any omissions were classified as being either significant or insignificant by the reviewing ophthalmologist. Omission of visual acuity was deemed to be significant in all cases, except where the eye had been enucleated (one case), whereas, for other features of the examination, the significance was determined in light of the nature of the presenting complaint.
RESULTS

Nature of sample
In the 6 months of the study 23130 patients registered at St Mary's A&E Department of which 337 24 (1.46%) had an eye condition. Over this 6-month period, 50 ophthalmological referrals were made, which represents 15% of all eye cases. In comparison, the eye casualty department at the Western Eye Hospital had approximately 1800 patients attending for the first time over the 6-month period.
There was no statistically significant difference in the ages of the patients in the two institutions. The mean age of A&E patients was 34.8 years, compared with 33.9 years for eye casualty patients. There was, however, a significant difference in the male:female ratio. In the A&E department there was a predominance of males with a male:female ratio of 2.85:1 whereas at the eye casualty the male:female ratio was 1.08:1 (X2 = 7.26; df = 1; P < 0.01). 
Ocular examination
There were marked differences in the number of significant examination omissions between the two institutions. Overall 59% of A&E notes contained one or more significant examination omissions (25/ 50 of non-referred cases and 34/50 of referred cases), compared with 8% (4/50) for eye casualty records (x2 = 35.6; df = 1; P <10-7).
The nature of these omissions is shown in Fig. 1 only 4% (2/50) (X2 = 25.5; df = 1; P < 10-6).
In 30% of the total sample from A&E (19/50 non referred cases and 11/50 of referred A&E cases), no form of acuity was noted at all. In a further sizeable proportion of accident and emergency cases the acuity was recorded incorrectly. This usually took the form of an inverted Snellen fraction, e.g. 18/6. Such errors were present in 10% (5/50) of non referred A&E cases and 18% (9/50) of referred A&E cases. There were no such errors in the eye casualty department.
To determine whether the visual acuity measurements recorded in the A&E department corresponded to those measured at the eye casualty department, the acuity of the unaffected eye (in unilateral conditions) was examined in those patients that were referred to the eye casualty. As a result of to the frequent failure to record acuity in A&E, only 22 By reviewing cases seen in the A&E department that were referred on for ophthalmological review it was possible to assess directly the diagnostic accuracy within A&E. Overall A&E diagnoses tended to be less specific and more descriptive than those made at the eye casualty department. For patients referred to eye casualty there were 18 cases (36%) where the diagnosis was different in the two sites. Glaucoma was diagnosed erroneously twice in A&E. The most serious difference in diagnosis was a patient given a diagnosis of corneal abrasion in the A&E department who was diagnosed as having a corneal ulcer at the eye casualty.
In three patients who were seen and discharged from the A&E department, a serious ocular abnormality could not have been excluded safely on the basis of the recorded examination. Two of these cases related to periocular trauma and the third represented an undiagnosed red eye. The consequences of such cases in terms of subsequent morbidity or hospital reattendance are not known.
Variation during the course of the study This study included a 5-month period during which none of the A&E senior house officers (SHOs) changed jobs. We therefore looked for any indication that the quality of assessment changed over this period with increasing experience within the A&E department. No such trend was apparent from the case notes from A&E. This suggests that increasing exposure to eye cases did not, by itself, produce 
DISCUSSION
This study reveals significant differences between the quality of the recorded assessment in A&E as compared with the neighbouring eye casualty department. While it is not surprising in itself that ophthalmology SHOs appear to offer better eye care for patients than SHOs in A&E departments, the magnitude of the differences is remarkable (summarized in Table 2 ).
The marked differences in the rate of significant omissions between A&E cases and eye casualty cases did not result from more comprehensive notes in the latter, as indicated by the similar number of examination features recored in both departments. The similarity in the number of recorded examination features suggests a failure within A&E to select appropriate examination features. The examination omissions were also of a simple nature. Technically challenging tasks, such as fundoscopy, were far less frequently the subject of significant omissions, than simple aspects of examination of the anterior segment of the eye. The most important feature of the ocular examination, namely visual acuity, was the feature most regularly omitted in A&E. Visual acuity provides vital diagnostic information and a reduction in acuity is one of the best indicators of serious ocular conditions. Failure to record visual acuity can, therefore, have potentially senous medicolegal implications.
The training and staffing levels in the A&E department under study did not appear deficient. All the SHOs working in the A&E department under study had attended a course in A&E medicine that included a lecture on ophthalmological problems. Furthermore, they were also lectured during their tenure in There are two contrasting interpretations of these findings. One interpretation is that, in view of differences in the quality of assessment of eye complaints in the two types of institution, all ocular accidents and emergencies should be seen by dedicated eye staff.
The alternative view is that since most of the omissions occurring in the A&E department are of a simple nature, they should be remedied by improvements in training. The latter view has many advantages in that the necessary changes are cheaper. They also require no organizational change within the NHS. There would continue to be good accessibility to A&E services for eye problems; a condition that could not be met by the smaller number of eye units. Furthermore, for junior doctors intending to become general practitioners, a post in A&E will provide useful ophthalmological training and experience.
